Objective: To create and validate a frailty assessment tool for community-dwelling adults aged ≥75 years.
INTRODUCTION
Frailty is "a state of vulnerability to poor resolution of homoeostasis after a stressor event and is a consequence of cumulative decline in many physiological systems during a lifetime." 1 Campbell and Buchner 2 defined frailty as "a condition or syndrome which results from a multi-system reduction in reserve capacity to the extent that a number of physiological systems are close to, or past, the threshold of symptomatic clinical failure; and as a consequence the frail person is at increased risk of disability and death from minor external stresses." A systematic review of the literature including studies from the UK, the USA, Europe, Australia and Canada estimated that in community-dwelling adults aged 65 and older, the overall prevalence of frailty is
Strengths and limitations of this study
▪ The systematic identification of frailty in people above the age of 75 in primary care is currently on the health policy agenda. ▪ This study was carried out to create and validate a frailty assessment tool that could be easy to implement in primary care practice. ▪ The Survey of Health, Ageing and Retirement in Europe (SHARE)-FI75+ was validated as an age-independent marker of risk for mortality and incident disability. ▪ An open access calculator is supplied that automatically classifies a participant as non-frail, prefrail or frail given any indicator measurements. ▪ A future clinical validation of SHARE-FI75+ may enable primary care implementation of frailty case finding with solely self-reported and observational markers not requiring additional equipment or techniques.
10.7% (95% CI 10.5% to 10.9%); that prevalence increases with age and is higher in women. 3 In Europe, by 2060 those aged 65+ will comprise 30% of the population, and one person in eight will be aged 80 or more. 4 In England, around 15% of the population were aged ≥65 years in 2008, and this is expected to increase to nearly 25% during the next two decades, with the fastest growing sector of the population being people aged >75 years. 5 Even so, the association between age and health status is highly variable in the older population: 6 on the one hand, many community-dwelling older people are in good physical and cognitive health, and often present to primary care practitioners with relatively well-defined problems that can be managed by single interventions and/or organ-specific specialist referral.
On the other hand, other older patients present with less well-defined problems such as subacute functional decline. 7 These patients may be complex because their presentation can be rooted in multiple factors, including morbidity (eg, physical, cognitive), polypharmacy, psychosocial influences and social vulnerability, in varying degrees and combinations. In primary care, where consultation times and access to multidisciplinary assessments are limited, unravelling that complexity for the first time can prove challenging. This is why these more complex patients often need a comprehensive geriatric assessment (CGA). 7 8 CGA is defined as a multidisciplinary diagnostic and intervention process that identifies physical, cognitive, environmental, psychosocial and socioeconomic components that influence an older adult's health. CGA is based on the premise that a systematic and personalised evaluation may identify remediable problems and, by tackling them in a coordinated and holistic manner, the risk of adverse outcomes for the person will be minimised. 9 CGA can provide important positive impacts on the health of older people, including more thorough diagnoses, improved overall function and reduced premature mortality. [10] [11] [12] [13] [14] These benefits have costs: reflecting its usual interdisciplinary composition, and the time it takes to gather the relevant data, CGA is labour-intensive and not inexpensive. Therefore, from the point of view of both referrers and providers of CGA, it is important to identify those who need it the most, in order to promote equitable access to this important (but finite) expert multidisciplinary resource.
Although no standard criteria have been validated to readily identify patients who are likely to benefit from CGA, 9 chronological age alone is unlikely to be an effective criterion given the biological heterogeneity of the population of older people. 6 It has been argued that the concept of frailty, which is an age-independent marker of risk for adverse outcomes, may fit the biopsychosocial model of primary care and provide care commissioners with a focus for targeting resources at an ageing population; 15 16 in addition, it may help avoid age discrimination in the provision of health and social care services for older people. 17 In 2012, a workshop of the International Association of Gerontology and Geriatrics, the WHO and the French Society of Geriatrics and Gerontology concluded that one of the research priorities for the coming years should be to develop an assessment tool for frailty that can be administered quickly and easily by general practitioners, nurses, pharmacists, home health providers, social workers and other healthcare workers, whereby a positive screen would indicate the need for GCA and design of tailored interventions. 18 In 2013, a draft report for the UK National Screening Committee concluded that at present there is insufficient evidence to support the implementation of systematic screening in old age to prevent hospitalisation and/or early death; however, the report also highlighted areas for further research including the identification of measurement tools (including frailty assessment tools) which are the best predictors of adverse outcomes in community-dwelling older people. 19 This echoes calls from clinicians to develop more efficient methods to detect frailty and measure its severity in routine clinical practice, especially in primary care. 1 Indeed, family physicians need easy-to-use instruments for frailty. 20 As such, in order to develop instruments for assessing frailty, it is important to clearly identify the definition of frailty and perhaps its subtypes. In its recent draft guidance, the UK National Institute for Health and Care Excellence (NICE) broadly refers to frailty as a situation of high risk of health problems including disability and mortality. 21 Building around the idea of frailty as an age-independent marker of risk, many definitions of frailty have been proposed over the years, ranging from narrow definitions involving purely physical aspects (ie, physical phenotype) to much broader definitions which, in addition to physical factors (eg, physical signs, comorbidities, disabilities), also include cognitive and psychosocial aspects. 3 22 The frailty index based on CGA is an example of the latter approach. 23 24 It is increasingly recognised that rather than being competitive or mutually exclusive, different approaches are complementary and suitable for different purposes or scenarios. 25 According to the physical phenotype approach, frailty is identified when three or more of the following criteria are present: unintentional weight loss, self-reported exhaustion, weakness (by assessing handgrip strength), slow walking speed and low physical activity. 26 This approach defines two additional states: prefrail (ie, one or two criteria present) and non-frail (ie, none of the criteria present). According to the biological theory underpinning the frailty phenotype, comorbidity is a risk factor for frailty, and frailty is a precursor of disability. 27 28 An internal validation of the frailty phenotype using latent class analysis (LCA) showed that the five criteria aggregated statistically into a syndrome. 29 The phenotype was found to be valid against incident disease, hospitalisation, falls, disability and mortality, all independently of chronological age. 26 The potential usefulness of Fried's phenotypic criteria for screening purposes was demonstrated in a randomised controlled trial that assessed the effectiveness of CGA and subsequent intervention in prefrail and frail community-dwelling older people, finding a favourable outcome based on frailty status and the Barthel Index of activities of daily living. 30 A problem with Fried's definition is that the dichotomisation of individual criteria that are measured on a continuous scale (ie, handgrip strength, walking speed and physical activity) needs to be done retrospectively according to the lowest 20th centile rule, and there are further stratifications. This requires the use of values from a reference population, which may not be available to primary care practitioners. Thus, frailty assessment with the original Fried's criteria is unlikely to be feasible for point-of-care testing in primary care.
Since surrogates for individual frailty phenotype criteria are possible, 31 the Frailty Instrument for Primary Care of the Survey of Health, Ageing and Retirement in Europe (SHARE-FI) 32 was developed to provide healthcare practitioners with a phenotypic frailty assessment tool that does not require post hoc calculations and can be scored immediately after an individual assessment, with reference to a large population-based European sample. SHARE-FI is based on a modified phenotypic approach (fatigue, low appetite, weakness by handgrip strength, difficulties walking or climbing stairs and low physical activity) and is intended for communitydwelling Europeans aged ≥50. SHARE-FI is fully noncommercial and its web-based calculators (for each gender) are freely accessible on BMC Geriatrics (http:// www.biomedcentral.com/1471-2318/10/57/additional) 32 and on https://sites.google.com/a/tcd.ie/share-frailtyinstrument-calculators/.
The five SHARE-FI components have been shown (through LCA) to have internal validity, 32 33 and the instrument has been validated against incident mortality 34 35 and disability, 36 independently of chronological age. A consensus group consisting of delegates from six major international, European and US societies referred to SHARE-FI as an example of a well-validated frailty model. 37 In a systematic review, Pialoux et al 38 compared the properties of 10 frailty screening tools for primary care, and identified SHARE-FI as potentially suitable. In addition, a systematic review by the Oxford Centre for Monitoring and Diagnosis in Primary Care concluded that SHARE-FI may be a good screening instrument. 39 Even though SHARE-FI has been piloted in clinical settings such as a geriatric day hospital, 40 an intermediate care rehabilitation facility 41 and acute hospitals, 42 43 its use in primary care may be less feasible, due to the fact that handgrip strength is not routinely assessed in primary care. In addition, given the considerable variation in methods of assessing grip strength, which can affect the values recorded, 44 the exact SHARE (Survey of Health, Ageing and Retirement in Europe) grip measurement protocol 45 needs to be observed for every SHARE-FI measurement. This may be a disincentive for busy general practitioners. In contrast, the detection of slow walking speed has been proposed as an easier approach to the screening of frailty in the primary care setting. [46] [47] [48] [49] [50] In SHARE, those aged 75 years or more were offered an assessment of their walk. 51 The present study endeavoured to apply the same methodology used for SHARE-FI to create and validate a new frailty assessment tool in SHARE intended for the 75+, based on walking test information as opposed to handgrip strength. If such an instrument had comparable validity (in terms of mortality and disability prediction), it might be easier to implement in primary care practice since it would not require handgrip strength assessment. SHARE aimed at extracting, from each country, probability samples that would allow inferring from the sample to the finite population of Europeans aged 50 and over. The official target population was defined as all individuals born in 1954 or earlier, speaking the official language of the country and not living abroad or in an institution (such as a prison or institution for older people) during the duration of the fieldwork, and their spouses/partners independently of age. 53 For the total pooled sample in wave 1 (N=31 115), country-specific individual response rates ranged between 73.7% and 93.3%, with an average of 85.3% (http://www.share-project.org/data-accessdocumentation/sample.html, last accessed: 30 July 2014).
METHODS
In wave 2, respondents from wave 1 were recontacted and a refresher sample was also drawn for all first wave countries (except Austria and the Flemish part of Belgium). For the refresher sample, the same sampling methods were used as in wave 1; only cohorts born in 1955 and 1956 were oversampled to keep the sample representative of the population 50 years old and older. 54 For the prospective validation of SHARE-FI75+, we used the subset of wave 2 participants for whom mortality data at wave 3 were available (wave 3 data were collected in 2008-2009 for all countries except for Ireland: 2009-2010). In addition, we used wave 4 data 55 56 (2011-2012) to validate the frailty instrument against incident disability. Wave 4 mortality data will not be available until the release of wave 5 data (http://www. share-project.org/home0/wave-5.html, last accessed: 23 August 2014).
Frailty variables
The frailty criteria for SHARE-FI75+ were defined as follows: ▸ Fatigue was identified as a positive answer to the question: "In the last month, have you had too little energy to do the things you wanted to do?" A positive answer (Yes) was recoded as 1, and No was recoded as 0. This criterion is the same as in SHARE-FI.
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▸ The low appetite criterion was fulfilled by reporting a "Diminution in desire for food" in response to the question: "What has your appetite been like?" or, in the case of a non-specific or uncodeable response to this question, by responding 'Less' to the question: "So, have you been eating more or less than usual?" The presence of the criterion was coded as 1 and its absence as 0. This criterion is the same as in SHARE-FI.
▸ Weakness was defined as a positive answer to either of the following two items: "Because of a health problem, do you have difficulty (expected to last more than 3 months) getting up from chair after sitting for long periods?" or "…lifting or carrying weights over 10 pounds/5 kilos, like a heavy bag of groceries?" One or two positive answers received the score of 1, and two negative answers received the score of 0. The chair-rise question aims to capture lower-body muscle weakness, 57 and the one on lifting or carrying weights aims to capture upper-body muscle weakness. ▸ Slowness. In SHARE, only respondents who were 75 years or older were asked to complete a walking test. As per the walking test protocol, 58 59 the interviewer was asked to record the respondent status beforehand as follows: -Observed walking without help of another person or using support; -Observed walking with help of another person or using support; -Not observed-in wheelchair; -Not observed-bedbound; -Not observed-uncertain if respondent has impairment. For coding the slowness variable, we defined the following subvariables: 'Observed gait 1 ', 'Observed gait 2 ', 'Observed gait 3 ' and 'Observed gait 4 '. In the algorithm, only one receives a value equal to 1, depending on the 'respondent status' recorded. All others receive a value of 0. For example, selecting the first option ('without help') saw 'Observed gait 1 ' coded as 1 and all others, that is, 'Observed gait 2 ', 'Observed gait 3 ' and 'Observed gait 4 ', coded as 0. Similarly, selecting the second option ('with help') saw 'Observed gait 2 ' coded as 1 and all others coded as 0. Selecting either the third or fourth option ('not observed-wheelchair or bedbound') saw 'Observed gait 3 ' coded as 1, and all others coded as 0. Finally, selecting the fifth option ('not observed-uncertain if impediment') saw 'Observed gait 4 ' coded as 1, with all others coded as 0.
▸ The low physical activity criterion was assessed by the question: "How often do you engage in activities that require a low or moderate level of energy such as gardening, cleaning the car, or taking a walk?" Responses were coded as follows: 1="More than once a week"; 2="Once a week"; 3=One to three times a month" and 4="Hardly ever or never". This criterion is the same as in SHARE-FI. (18) other conditions. ▸ Number of medical symptoms present for at least the past 6 months, from the following list: (1) pain in the back, knees, hips or any other joint; (2) heart trouble or angina, chest pain during exercise; (3) breathlessness, difficulty breathing; (4) persistent cough; (5) swollen legs; (6) sleeping problems; (7) falling down; (8) . fear of falling down; (9) dizziness, faints or blackouts; (10) stomach or intestine problems, including constipation, 'air' (flatulence) or diarrhoea; (11) incontinence or involuntary loss of urine; (12) fatigue and (13) other symptoms. ▸ Number of conditions for which the respondent takes drugs at least once a week, from the following list: (1) drugs for high blood cholesterol; (2) drugs for high blood pressure; (3) drugs for coronary or cerebrovascular diseases; (4) drugs for other heart diseases; (5) drugs for asthma; (6) drugs for diabetes; (7) (2) shopping for groceries; (3) preparing a hot meal; (4) doing work around the house or garden; (5) using a map to figure out how to get around in a strange place; (6) taking medications and (7) managing money, such as paying bills and keeping track of expenses. This IADL index is based on the one by Lawton and Brody.
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▸ Received home care for personal or nursing care in the past 12 months: yes or no. ▸ Received home care for domestic tasks in the past 12 months: yes or no. Psychological and cognitive domains: ▸ EURO-D depression scale. 63 ▸ Verbal fluency test score: maximum number of different animals that the respondent is able to name in 60 s. ▸ Delayed word recall: maximum number of words (out of a list of 10) that the respondent is able to recall after an initial recall followed by verbal fluency and numeracy tests.
Measures for prospective validation
The release of wave 2 data contains a variable that informs whether respondents were still alive in wave 3, deceased between wave 2 and wave 3, or with missing mortality information (ie, 2-year mortality data). Disability information (BADL and IADL) was sought for wave 2 respondents who were also included in wave 4 (ie, 4-year disability data).
Statistical analyses Univariate descriptives
Individual variable descriptives were given as mean and SD or proportion (%) as appropriate.
Level of significance
It was set at p<0.01 throughout.
Missing frailty phenotype data
Besides the explicit coding of unobserved walking ability, missing data for all other items of the phenotype were treated as missing (ie, not given an explicit code).
Internal validation of the frailty measure In order to assess whether the criteria composing the frailty measure aggregated statistically into a syndrome, we estimated (for each gender) a discrete factor (DFactor) model using the LatentGOLD (V.5.0) latent class modelling package (http://www.statisticalinnovations.com). A single DFactor with three ordered levels (non-frail, prefrail and frail) was requested. Each DFactor model included age as a covariate. This procedure is the same as was previously done for SHARE-FI. 32 The outputs from LatentGOLD (V.5.0) are as follows: (1) Correlations of the frailty categories with SHARE wave 2 variables The two-tailed Spearman's rank correlation (r) coefficient was used to correlate the (ordinal) frailty category variable with continuous and ordinal variables; these correlations were controlled for age using the SPSS partial correlations procedure. The χ 2 for trend was used to test the association between the frailty variable and dichotomous variables; to control for the effects of age, ordinal regression was used (with the frailty variable as the dependent variable).
Analysis of missing mortality data
For each gender, comparisons between mortalityavailable and mortality-unavailable groups were conducted with the χ 2 test (for dichotomous variables) or the Mann-Whitney U test (for continuous or ordinal variables).
Prospective validation
Binary logistic regression was conducted to assess whether the ordinal frailty variable significantly predicted whether or not a participant was deceased by wave 3. Three models were computed: an unadjusted model (model 1), a model controlling for age (model 2) and one that also controlled for the number of chronic diseases and limitations with BADL (model 3).
The
Comparison of SHARE-FI75+ with SHARE-FI and other SHARE frailty scales
In order to compare SHARE-FI75+ and SHARE-FI 32 in their ability to predict 2-year mortality and 4-year disability, the SHARE-FI frailty categories and continuous score were computed on the SHARE-FI75+ sample using the published formulae. 32 The comparison of proportions between SHARE-FI75+ and SHARE-FI categories were conducted with the two-tailed z test (http://www. socscistatistics.com/tests/ztest/Default.aspx, last accessed 23 August 2014). In addition, the mortalities associated with the continuous frailty score of both instruments were compared using receiver operating characteristic (ROC) curves (IBM SPSS Statistics, V.20.0). Comparative mortality analyses were also carried out with the following additional SHARE frailty scales: ▸ 70-item SHARE Frailty Index (70-SHARE-FIx): an index was constructed using 70 measures from the physical health, behavioural risks, cognitive function and mental health sections of the SHARE wave 2 survey. This 70-item index is identical to the one previously operationalised by Theou et al. 34 64 ▸ SHARE FRAIL scale (SHARE-FRAIL): this scale was developed as an easy screening tool by Morley and colleagues, 65 and was also adapted to SHARE by Theou et al. 34 64 ▸ SHARE frailty phenotype (unweighted; SHARE-FP): in SHARE-FI 32 and SHARE-FI75+, the cut-offs for the phenotypic categories (ie, non-frail, prefrail and frail) are automatically derived from LCA, while the original unweighted Fried's frailty phenotype (as operationalised in SHARE by Santos-Eggimann et al 66 ) uses a rule based on the number of criteria present: ≥3: frail; 1 or 2: prefrail; 0: non-frail. 67 Construction of the SHARE-FI75+ calculator The SHARE-FI75+ interface was designed using Microsoft Excel 2010. The DFactor syntax (male and female models) from LatentGOLD (V.5.0; viewed in SPSS) was translated into Microsoft Excel formulae to compute the frailty score and categories (ie, non-frail, prefrail and frail). The bespoke spreadsheet was then converted to a HTML/Javascript form (webpage) using a plug-in converter for Excel (SpreadSheetconverter V.7.7.6036, Framtidsforum I & M AB, Uppsala Sweden, 2002-2014, http://www.spreadsheetconverter.com). A single form was constructed rather than a separate one for each gender, which was the case for SHARE-FI. For this, an initial question on 'gender' is asked to determine which algorithm to use. Note: the technical formulae are described in the online supplementary technical appendix.
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RESULTS
In total, 4001 women and 3057 men aged 75 years or more were included in the second wave of SHARE. The mean age (SD) of women was 81.1 (4.9), and that of men was 80.4 (4.6). Figure 1 shows the participants' flow chart.
Estimation of the frailty models
Descriptive statistics for the SHARE-FI75+ variables (by gender) are reported in table 1. The proportion of missing data for the walking speed test (49.5% in women and 44.2% in men) was deemed unacceptably high; this is why the observed 'respondent status' was used as a surrogate low walking speed criterion (the proportion of missing information was 12.1% in women and 12.7% in men). All other frailty variables had a proportion of missing data of <5% (table 1) . Complete data for the estimation of the frailty models were available for 3325 women (83.1%) and 2587 men (84.6%). Figure 3 shows the conditional probabilities (given class membership) for the frailty model in men.
Frailty model for women

Cross-sectional correlations
These are reported in table 2. Our results support that all age-adjusted cross-sectional correlations were statistically significant. For both women and men, results were compatible with a biopsychosocial gradient, in the expected direction, across the frailty categories.
Prediction of mortality
Wave 3 mortality data were available for 2402 women (72.2% of wave 2 participants with frailty information) and 1907 men (73.1%). Tables 3 (women) and 4 (men) report the differences between mortality-available and mortality-unavailable subgroups. Wave 2 women with no wave 3 mortality data were significantly older and more frail than those with mortality data (table 3). In men (table 4), the differences were less marked but still compatible with no mortality data being associated with older age, unobserved gait status and less likelihood of being able to walk without help (table 4).
As reported in table 2, the 2-year mortality rates in women were 2.4% for the non-frail category, 5.3% for the prefrail category and 13.4% for the frail category. In men, the 2-year mortality rates were 3.9% for the non-frail category, 9.2% for the prefrail category and 26.3% for the frail category. Model 3 results are compatible with these mortality associations being independent of baseline age, number of chronic diseases and number of BADL limitations.
Prediction of disability
Wave 4 disability data were available for 1537 women (46.2% of the wave 2 sample with frailty information) and 1114 men (43.1%). Table 2 results are compatible with a gradient of increasing disability (as also seen in wave 2) across frailty categories. Results also suggest that the proportion of at least one more disability between waves 2 and 4 increased across frailty categories, for both BADL and IADL, independently of age. Comparison of SHARE-FI75+ with SHARE-FI and other SHARE frailty scales Results in table 2 suggest that the 2-year mortality prediction by SHARE-FI75+ was not inferior to that of SHARE-FI, judging by the non-significant z statistics. The ROC curves representing the mortality associated with the continuous scores of SHARE-FI, SHARE-FI75+, 70-SHARE-FIx, SHARE-FRAIL and SHARE-FP are compared in figures 4 (women) and 5 (men).
Results in table 2 suggest that the 4-year disability prediction was stronger with SHARE-FI75+ for prefrail women only (for both BADL and IADL); otherwise, no statistically significant differences were seen between SHARE-FI75+ and SHARE-FI.
Frailty calculator
The Excel and HTML versions of the SHARE-FI75+ calculator are supplied as online supplementary files. The syntax for the calculator is detailed in the online supplementary technical appendix.
DISCUSSION
This study created and validated a new phenotypic frailty assessment tool intended for the 75+ and based on a large European population-based sample. SHARE-FI75+ could be administered quickly and easily by general practitioners, nurses, pharmacists, home health providers, social workers and other healthcare workers, in order to help indicate and prioritise the need for GCA and design of tailored interventions.
18 SHARE-FI75+ is a fully noncommercial, open access tool intended to facilitate the identification of frailty in community and primary care settings and promote the equity of access to specialised geriatric services.
The internal validation of SHARE-FI75+ using LCA suggested that all its items significantly aggregated into an underlying (unobserved) variable with three ordered categories (ie, non-frail, prefrail and frail), in keeping with the phenotype theory. 26 For both women and men, the cross-sectional correlates of SHARE-FI75+ were compatible with a biopsychosocial gradient, in the expected direction, across the frailty categories. SHARE-FI75+ predicted mortality independently of baseline age, comorbidity and BADL disability; SHARE-FI75+ was also positively associated with disability gain at 4 years, independently of age. These validation results are in keeping with the theory that chronological age, comorbidity, disability and frailty are distinct clinical entities that are causally related. 28 For the development of SHARE-FI75+, we included one variable for each item of the frailty phenotype and four subvariables for the 'walking' item. Mortality comparison with a 70-item frailty index suggested that an increase in the number of items in the frailty definition did not significantly improve the prediction of the test. On the other hand, one could have added more subvariables for the other frailty phenotype variables in order to improve the prediction, but this was not attempted in our study. However, with regard to the variables included in a frailty index, it has been suggested that they can be coded either as dichotomous or ordinal, with a negligible impact on the performance of the index in predicting mortality. 68 The prevalences of frailty as per SHARE-FI75+ (women: 36% non-frail, 46% prefrail, 18% frail; men: 47% non-frail, 41% prefrail, 12% frail) are consistent with the epidemiological literature; in a previous systematic review based on 21 cohorts involving 61 500 participants, the prevalence of frailty was shown to increase with age and it was 15.7% in those aged 80-84. 3 Consistently, epidemiological studies have shown higher prevalence of frailty (and prefrailty) in women than in men. 3 Conversely, the mortality associated with frailty is known to be higher in men than in women, 69 70 and this was also the case with SHARE-FI75+ (women: 2% non-frail, 5% prefrail, 13% frail; men: 4% non-frail, 9% prefrail, 26% frail). SHARE-FI75+ might be more feasible than SHARE-FI 32 for implementation in primary care practice, because handgrip strength (a component of SHARE-FI) is not typically assessed in primary care and can add a few minutes to an assessment. 36 In contrast, a busy primary care practitioner will be able to score the observed gait component of SHARE-FI75+ as soon as the patient enters through the door, which mirrors a very natural practice in geriatric assessment. 71 72 Furthermore, by including the 'unobserved' category in the gait scoring scheme, SHARE-FI75+ may allow for the 'tele-assessment' of frailty (eg, provisional frailty scoring during telephone consultations). The potential practical advantages of SHARE-FI75+ over SHARE-FI are not offset by an inferior risk prediction; indeed, SHARE-FI75+ had a similar ability to predict 2-year mortality and 4-year disability, and even a greater ability to predict 4-year disability in prefrail women. An additional advantage of SHARE-FI75+ is that three additional European countries are represented in its validation: Czechia, Poland and Ireland (these countries were not included in the development of SHARE-FI 32 ). From the comparative analyses for incident mortality presented in figures 4 and 5, one could conclude that all these tools have very similar performances, in keeping with the increasingly recognised principle that rather than being mutually exclusive, different frailty definition approaches are complementary and suitable for different purposes or scenarios. 25 Another potential advantage of the SHARE-FI75+ calculator is that it generates age-adjusted results, while the previous SHARE-FI calculator does not. Thus, the SHARE-FI75+ is more in keeping with frailty being an age-independent marker of risk, 73 closer to the concept of biological (as opposed to chronological) age. 74 In addition, an age-adjusted method for frailty screening may be more sensitive in younger ages and more specific in older ages, benefiting the purpose of population screening. 75 The continuous, age-adjusted SHARE-FI75+ score values range from 0 to 1, making it a much more intuitive score than the age-unadjusted one given by SHARE-FI (−4 to 6). 32 A general limitation of SHARE-FI75+ (which also applied to SHARE-FI) is that, despite being inspired on the frailty phenotype theory by Fried et al, 26 some of the SHARE items that compose the measure have departures from Fried's theoretical framework, namely as regards 'weight loss' (replaced by low appetite), and 'weakness' and 'slowness' (measured by functional limitations). Thus, compared with the original frailty phenotype, SHARE-FI75+ may capture people at a more advanced stage of the disablement process. Nevertheless, for the validation of SHARE-FI75+, the functional limitations questions composing the measure were not included in the disability outcomes; this suggests that SHARE-FI75+ still captures a predisability state, in keeping with the frailty phenotype theory. 28 SHARE-FI was also modelled as a vulnerability state prior to the onset of more severe activity limitation. 69 Another limitation of this study is that, owing to the high proportion of missing data for the walking speed test in SHARE (50% in women and 44% in men), this variable could not reliably be used for the construction of SHARE-FI75+. Instead, the observed respondent status (which had lower proportions of missing data, 12% in women and 13% in men) was used as a surrogate walking speed criterion. Nevertheless, it is known that performance-based assessments in surveys have more variable missingness, which suggests that their implementation in clinical practice may be less feasible. 34 The fact that missing mortality data were associated with being older and more frail suggests that in reality, the frailty-associated mortality rates may be higher than the ones estimated by this study. Other researchers have shown that death and incapacity are likely to be important sources of non-response in the SHARE data. 76 A potential limitation our study is that we developed the SHARE-FI75+ algorithm using the whole sample, and we did not check the differences of the algorithm for each country. This is because the sample sizes for each individual country, once stratified by gender, are relatively small for those analyses. In that light, a previous study with SHARE-FI (which focused on the larger population aged ≥50 years) showed that the relationships between the construct of frailty and indicators, although broadly constant, do vary across some countries; furthermore, there was evidence of differing levels of frailty for the middle-aged and older populations across European countries. 33 SHARE-FI75+ should be seen as a frailty assessment tool rather than a frailty screening tool. In fact, with the WHO screening criteria in mind, the 2013 draft report for the UK National Screening Committee concluded that at present there is insufficient evidence to support the implementation of systematic screening in old age to prevent hospitalisation and/or early death; however, the report also highlighted areas for further research, including the identification of measurement tools (including frailty assessment tools), which are the best predictors of adverse outcomes in community-dwelling older people. 19 For policymakers, SHARE-FI75+ may represent an easy to implement tool which focuses on one of the fastest growing sectors of the population, 5 including the biggest users of health and social care. 76 An age-independent risk assessment may not only promote equity of access to specialist CGA services, but also help avoid age discrimination in the provision of health and social care services. 17 The identification of frailty as a predisability condition may allow for preventative interventions against disability 77 78 and facilitate a paradigm of personalised medicine in old age. 79 We would suggest that SHARE-FI75+ is not used in people younger than 75 years, since its validation was carried out on the SHARE samples aged 75 or more. In addition, if someone wants to use the SHARE-FI75+ calculator to classify a participant's frailty level but does not have all five variables, SHARE-FI75+ should not be used, as it may lose clinical accuracy.
Many frailty identification tools exist that may be suitable for primary care, 37-39 80 but at present none can be identified as 'the best'. Although successful experiences have been reported from clinical trials with some frailty tools, 30 81 the use of other tools (such as the Groningen Frailty Indicator 82 ) has been shown to be not more effective than usual care in reducing disability and preventing further functional decline in communitydwelling older people. In that regard, the effectiveness of SHARE-FI75+ will have to be tested in similar research studies.
Meanwhile, in response to a strong policy drive for integration of health and social care services, the National Health Service (NHS) in England has recently recommended that incentives be developed that encompass the systematic screening for frailty in people above the age of 75 in primary care and the creation of registers of frail older people. 48 In its recent draft guidance, NICE recommends that local authorities and health and social care providers should use routine appointments and contacts to identify people at risk of frailty, give them advice on how to reduce the risks and refer people to specialist services when necessary. 21 While these innovative, quality improvement-driven programmes are still at an early developmental stage, they will allow for the real-life piloting of new frailty assessment tools (such as SHARE-FI75+), and their future evaluation will provide a valuable complement to the evidence emerging from research studies.
